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capacity of the stomach by the amount of water required to produce 
a sense of fulness, while signs of value may lead to error. 

3. It may be inferred from the somewhat small number of cases just 
reported that the condition is not uncommon in students. An analysis 
of the etiological factors is as follows: (a) Myasthenia caused by chronic 
gastritis from the abuse of alcohol and tobacco, four cases; (6) myas¬ 
thenia from deficient innervation, two cases; (c) myasthenia, probably 
of congenital origin, one case; ( d) myasthenia occurring in the course 
of acute disease, one case. 


THE SURGICAL TREATMENT OF ACUTE PUERPERAL SEPSIS, 
WITH SPECIAL REFERENCE TO HYSTERECTOMY. 1 

By Hiram N. Vinebebg, M.D.. 

OF NEW YORK. 

It is not without considerable diffidence that I bring the subject of 
the surgical treatment of acute puerperal sepsis before you,, feeling 
only too keenly that its gravity and importance call for some exponent 
who has had a more extensive and a longer experience than I have had. 
But my work in this direction has met with such strong opposition, 
and has been subjected to so much unfavorable criticism,open and covert, 
and my attitude has so often been misunderstood, that I am desirous of 
an opportunity to define, as clearly as it is possible within the scope of 
this communication, the views that have guided me in my work and to 
elicit a discussion of them by this representative body of men. 

The first point to determine in the discussion of this subject is, "What 
clinically constitutes acute puerperal sepsis? 

It is held by some that the term “ acute” should be applied only to 
tho3e cases that set in with Eevere symptoms during the first three days 
of the puerperium, and which usually terminate fatally any time between 
the fifth and the tenth day. Cases protracted beyond this period they 
would designate as “ chronic.” The importance of this definition be¬ 
comes manifest when the question of radical surgical intervention is 
mooted. The adherents of this definition argue that the first class of 
cases end fatally no matter whether they are operated upon or not. In 
fact, according to one of the critics, all that a radical operation can do 
in these cases is to hasten the inevitable fatal termination. 

The second class of cases, they say, run a “ chronic course; ” they 
usually get well of themselves, or if an operation is indicated it can be 
indefinitely delayed, and comes under the heading of those that are 
done for pelvic affections of a non-puerperal origin. 

* Read before the American Gynecological Society, May, 1B99. 
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It seems to me that such a definition is untenable and is unwarranted 
by clinical facts. 

A truer definition, to my mind, of “ acute 5 ’ puerperal sepsis would 
be an infection that takes place either shortly before, during, or imme¬ 
diately after labor—that manifests itself by symptoms during the first 
week of the puerperium, and in which the symptoms persist continu¬ 
ously, with variable severity, until the disease ends in death, in a cure, 
or passes into a chronic state. 

Supposing a woman at a non-puerperal period should acquire a strep¬ 
tococcus or staphylococcus infection of the pelvic organs and run a 
continuous fever curve say from 101° to 104° or 105°, and a pulse 
from 100 to 130 or 160, would we say she had an “ acute 55 disease or a 
“ chronic 55 one ? I am sure there would be but one opinion regarding 
the “acute 55 character of the case. We would consider the case 
“ chronic 55 only after the fever and rapid pulse had subsided and the 
woman still presented a lesion of the pelvic viscera. Why, therefore, 
should we apply a different standard to an infection acquired at the 
puerperal period? 

It is not my desire, however, to split hairs on the subject of defini¬ 
tion. The practical question, after all, is to determine whether all fatal 
cases of acute puerperal sepsis run their course within a given period 
(five to ten days). 

One’s experience and a superficial glance at the literature on the 
subject ought to convince one that such is far from being the case. 

The following are a few data collected at random from the literature 
for the past few years: 

Gaertner 1 reports a case in which death occurred on the seventeenth 
day of the puerperium. 

Bayard Holmes,’ one case in the seventh week. 

Hensoldt, 3 one case on the fifteenth day; one case on the twenty-third 
day; one case on the sixteenth day; one case on the twenty-sixth day 
(from fibro-purulent peritonitis). 

Schwarz, 4 one case on the twelfth day (from purulent peritonitis); 
one case on the nineteenth day. 

Hunermann, 5 one case on the fifty-fifth day; one case on the seven¬ 
teenth day; one case on the eleventh day (from peritonitis); one case 
on the twenty-sixth day; one case on the eighteenth day; one case on 
the fortieth day (in this case had fever on the fourth day, chill on the 
seventh day, on which day some placental residue was found in the 
uterus and removed); one case on the eleventh day (peritonitis); one 
case on the thirty-eighth day; one case on the fourteenth day. 

1 Arcblv fUrGyniikologie, Band xlUL p. 252. 

- Journal of Medical Association, 1895, No. 23,1895—a very valuable and instructive paper. 

* Cbaiitg Annalen, 1890-1891. * Ibid., 1891-1892. 6 Ibid., 1892-1893. 
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Hocks tetter, 1 one case on the thirty-sixth day; one case on the twenty- 
first day (from peritonitis); one case on the fourteenth day (chill and 
high fever on the ninth day, only slight fever before; removed fragment 
of decomposing placenta on this day); one case on the eleventh day 
(from purulent peritonitis). 

Hocks tetter, 1 one case on the twelfth day; one case on the twenty- 
fifth day. 

Klauer, 8 one case on the twenty-ninth day; one case on the forty- 
third day. 

Klauer,* one case on the twelfth day (from peritonitis); one case on 
the seventeenth day; one case on the twenty-second day (from periton¬ 
itis). 

Velde and Volkmann, 5 one case on the eleventh day; one case on the 
twenty-fourth day (from peritonitis); one case on the twenty-seventh 
day. 

Widal,* one case on the eighteenth day. 

P. Ernst, 7 one case on the seventeenth day. 

Hoff, 8 one case on the twelfth day. 

Brieger, 9 one case on the eleventh day; one case on the twenty-second 
day (chill and fever on the tenth and eleventh days). 

Cannon, 10 one case on the twentieth day; one case on the twenty-eighth 
day. 

A. de Pourtales,” one case on the twenty-eighth day (from suppura¬ 
tive peritonitis); one case on the twenty-fourth day. 

There are accordingly thirty-eight cases in which death occurred from 
the eleventh to the fifty-fifth day, or on an average of twenty-three days. 
Among these there are ten cases of septic peritonitis (of all puerperal 
lesions the most rapidly fatal) in which the fatal termination occurred 
from the eleventh to the twenty-eighth day. 

Another argument brought forward against radical intervention is 
that so long os there is no general or constitutional infection the patient 
will get well without an operation, and once general infection has oc¬ 
curred it is worse than useless to remove the uterus and adnexa with the 
hope of arresting it. You might as well think, it is said, of doing this by 
cutting off the patient’s head. An obvious reply to this is that interven¬ 
tion is to be instituted before the local infection has become universal. 
But what warrant is there for the assertion that when the infection has 
reached the blood current, or, in other words, when systemic infection 
has occurred, the case is hopeless. Has the human economy no-powers 

J Charlie Annalen, 1892-1893. 5 Ibid., 1893-1894. * Ibid., 1894-1895. 

* Ibid., 1895-1896. 6 Ibid., 1896-1897. « These, Paris, 1889. 

J Virchow’s Archly, Band tvtxxHL « DlssertaUon, Strasburg, 189a 

• Chari t6 Annalen, 1888. 10 Deutsche Zeltschrift Hlr Chlrtirgie, 1893. 

a Archly filr GynKkologle, Band ML, Hell 1. 
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of resistance to bacterial invasion? 1 Daily clinical experience teaches 
us that fortunately it has to a very great extent; but, of course, there 
is a limit to this power, and this circumstance forms one of the strongest 
arguments in favor of timely surgical intervention. Cut away a gan¬ 
grenous appendix, and the patient may get well, though the poison has 
pretty well surcharged his system; leave the gangrenous mass within 
his abdomen, and the poison in a short time will kill him. Remove a 
uterus, the walls of which are a breeding-place for bacteria, and the 
patient may get well, though she shows all the clinical and bacterio¬ 
logical signs of systemic infection; fail to do this, and it is more than 
likely that the reinforcements of the enemy from the reserve army in 
the uterus will in time destroy everything before it. 

When called to a case of acute puerperal infection it is my custom to 
make a thorough examination of the perineum, vagina, and cervix for 
any wounded surface. If any is found it is inspected very carefully. 
The uterus, adnexa, and pelvic tissues are subjected to a thorough 
bimanual examination. The result of such an exploration, together 
with the prior history and the present condition of the pulse, tempera¬ 
ture, and tongue, are carefully studied, with the view, if possible, of 
ascertaining the point of entrance of the septic material. If an ugly- 
looking wound is found at the perineum, or in the posterior vaginal 
wall, or high up in the vault, extending on either side from a deep tear 
in the cervix, and the uterus is found fairly well contracted and corre¬ 
sponding in size to the normal one at that period of the puerperium, 
the uterine cavity is religiously left undisturbed, I then direct my whole 
attention to the treatment of the infected wounded area. It is not 
necessary to enter into any details as to the procedures followed any 
further than to say that the same principles of drainage and frequent 
irrigation with some antiseptic solution are observed as one would in a 
septic wound elsewhere. 

These irrigations should be carried out by the physician himself, two 
or three times in the twenty-four hours. In the intervals of the doctor’s 
visits the irrigation may be entrusted to an intelligent and careful nurse. 

Of course, it goes without saying that the general treatment of the 
patient is not to be neglected, bat upon this point we are all pretty well 
in accord. 

Cases are sometimes met with in which there may be some doubt 
whether a double infection does not exist—one of the vaginal canal and 
one higher up, in the interior of the uterus. In these instances the 
patient is anasthetized and the uterine cavity is thoroughly explored, 
either with the finger or the curette, or with both, the greatest care 

i Cases or puerperal sepsis have been reported in which the pathogenic germs were found In 
the blood and the paUents recovered, showing that systemic infecUon Is not necessarily fatal* 
{F. Gartner’s Centralblatt fiir GynSkologle. 1S91, No. 40.) 
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being taken not to carry any of the infection from the vaginal wound 
into the uterus. If no evidence of uterine involvement be found the 
uterine .cavity does not receive any further attention; but if there are 
positive signs of such involvement in the existence-of a large, flabby 
uterus and placental and decidual residue, or in debris of a fetid 
odor, the uterus is subjected to a thorough curettage and provision 
made for efficient drainage. This is best carried out by introducing 
a couple of large rubber catheters and leaving them in situ. In this 
manner the uterus can be frequently irrigated without disturbing the 
patient and without the fear of carrying up any infection from the 
vagina. The catheters should be removed once in every twenty-four 
hours, so as to cleanse them. With the aid of a bivalve speculum they 
can be reintroduced without coming into contact with the vaginal or 
perinea] wounds. 

A brief narration of the following case will demonstrate the practical 
execution of the above outlined procedure: 

Case I.—I was called to a young primiparo, who, nine hours before, 
had been delivered, by the vigorous and prolonged use of the forceps, 
of a child in an occipito-posterior position. The woman, at the time 
of the visit, was in profound shock, with a very small and rapid pulse 
and a temperature of 101°. I was enabled to make only a very super¬ 
ficial examination, which disclosed a very deep tear, extending from 
the left side of the cervix through the vaginal tissues down to the pelvic 
wall, running downward along the whole length of the vagina, through 
the rectal Bphincter, and involving about two inches of the rectum. 
The wound had an ugly, unhealthy appearance. Stimulants were given 
to combat the shock, and twenty-four hours later, when the patient 
had rallied and there were still signs of marked sepsis, she was anaes¬ 
thetized and subjected to a searching examination. First, the vaginal 
wound was thoroughly cleansed and completely covered with iodoform 
gauze. Before proceeding to the next step I vigorously disinfected my 
hands. The cervix was then exposed and seized with a vulsellum, and 
the whole interior of the uterus was now gone over with a large curette. 
Nothing being found, the uterus was merely irrigated with a boric acid 
solution and afterward left alone, excepting that it was examined daily 
through the abdominal wall to note if involution was progressing satis¬ 
factorily. Owing to the obesity of the patient and to the voluminous 
vagina, it was difficult to obtain satisfactory drainage from the upper 
part of the wound, where there was a deep wound leading down to the 
pelvic wall. The edges of the wound were kept apart bv strips of iodo- 
fonn gauze, which were frequently changed, and the whole wound was 
irrigated with various antiseptic solutions. For two weeks the patient's 
condition was critical in the extreme, the temperature ranging from 
102° to 105° and the pulse from 120 to 130. At the end of this time 
the wound began to assume a less unhealthy appearance, and the tem- 

E re and pulse gradually decreased. It took about two weeks longer 
the wound began to show healthy granulations and before the 
temperature and pulse became normal. There were no complications, 
no pelvic exudate, no phlegmasia dolens, the uterus involuted satisfac- 
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torily, the patient making a complete recovery. Three months later 
I repaired the tear of the cervix and of the rectum and sphincter, 
obtaining an excellent result. 

There still seems to b3 a lack of unanimity among the profession as 
to the propriety of curetting the uterus when it is the seat of puerperal 
infection. All agree as to the advisability of removing any placental 
or decidual tissue or organized blood-clots that the uterus may contain 
when there are symptoms of sepsis, but the method of removal is the 
object of considerable diversity of opinion. Some hold that nothing 
but the finger should be employed. They apparently forget that just 
in this class of cases the manifestations of sepsis may be delayed as late 
as the eighth day, or even later, when the cervix may be fairly well 
closed, and when its forcible dilatation to the extent of being able to 
introduce the finger may not be feasible or be attended with great risk 
of tearing into the uterus. 

The latter accident has happened time and again in.the hands of 
experts. The opponents of the use of the curette base their objection 
upon the fear of breaking down with it the so-called fi granulation 
zone,” first described by Bumm, which acts as a barrier to the bacteria 
from penetrating deeper into the uterine tissues and thus spreading the 
infection. Others, again, say the curette may be used, but care should 
be taken not to break down this barrier that nature has provided. Of 
course, such advice is absurd. How is it possible to curette the endo¬ 
metrium with the sense of touch, or even with the aid of sight, and 
avoid a structure in it that is visible only with a high-power micro¬ 
scope? But the advice is in keeping with a great deal more that has 
been written on this subject. The fact is, as so frequently happens, 
that Bumm’s observations have been misinterpreted. He found this 
zone fully developed only in the milder forms of uterine infection in 
the products obtained by curetting the uterus. These patifents all recov¬ 
ered, and presumably they were bettered by the curetting, or at all events 
they were not injured thereby. In the severe and fatal cases of uterine 
sepsis the granulation zone did not exist at all or was only very poorly 
developed. The bacteria were found penetrating the whole thickness 
of the uterine wall and onto the peritoneum. The patients were not 
curetted, but yet they died. 

As I stated on a former occasion, 1 “ If Burom’s observations were to 
guide us in our clinical work we would refrain from curetting the wild 
cases of uterine sepsis, while in the severe forms they would constitute 
no contraindication, for we could not destroy that which did not exist.” 

In any given case, therefore, when by exclusion or by any other 
means we reach the diagnosis that the site of infection is within the 


i Practice of Obstetrics by American Authors (Lea Brothers. 1899), p. 250. 
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uterus, it should, in my opinion, be subjected to a thorough curetting, 
whether it be with the finger or the curette or with a combination of both. 
In my opinion, the sharp curette in expert hands is less likely to do 
harm than a dull instrument or even than the finger roughly employed. 
If the curette removes considerable debris or thickened mucosa, and 
the temperature and pulse do not promptly fall to the normal, it is my 
custom to employ uterine irrigation with some antiseptic solution other 
than bichloride of mercury, which I deem a very dangerous agent to use. 

The irrigations may.be carried out with two rubber catheters remain¬ 
ing in situ, as already described. 

The majority of cases of uterine sepsis, even of the more serious type 
(not the so-called cases of sapnemia), will yield to this treatment if faith- 
fully carri ed oat W ithin the past three years I have treated fifteen 
cases of pronounced uterine infection in this manner, and they all 
recovered. 

But occasionally a case will be met with which doea not respond to 
this plan of procedure. Despite the treatment, the patient grows more 
profoundly septic, as manifested by the pulse and other well-known 
signs, or there are evidences that the general peritoneum is becoming 
involved, or, in other words, to an experienced observer it is evident 
that the patient is not holding her own, she is losing ground rapidly, 
then, in my opinion, something of a more radical nature should be 
resorted to. What this “ something ” should be must vary with each 
individual case, but to be successful with it one ought not to wait until 
the patient is moribund. 

In any case of uterine sepsis, therefore, if the above measures fail to 
bring about a satisfactory result, and no exudate can be detected in the 
pelvis to account for the increase of the septic manifestations, I deem 
it a justifiable and proper course to open the abdomen and be guided 
in one’s further actions by the condition revealed. In most of these 
cases it will be found necessary to perform total hysterectomy. 

Every conscientious operator will recognize the difficulties in deter¬ 
mining the indications for so radical a procedure. 

In a former paper 1 I stated that unler the above conditions, if the 
pulse goes above 130, grows weak and small, hysterectomy is indicated. 
I am aware that such a rule is somewhat arbitrary, and I have myself 
not always adhered to it. There are a great many other things which 
must be taken into consideration, and which are difficult to describe, 
such as the general course the disease has run, the general appearance 
of the patient, the condition of the tongue, the character of the pulse, 
and so on. 

It will be noted that in deciding upon my indications I seek no aid from 


1 New York Medical Journal, April 2,1S9S. 
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a bacteriological examination of the interior of the uterus. My reason 
for ignoring such aid lies in the circumstance that it is extremely unre¬ 
liable aud unsatisfactory, even in the hands of expert bacteriologists. 
While I am willing to accept theoretically all bacteriology teaches us on 
the subject of puerperal sepsis from a practical stand-point, I heartily 
agree with Koblanck* when he says: “As a result of my own inves¬ 
tigations and from a study of the literature I would assert that the 
bacteriological findings (in puerperal sepsis) can be used for our clinical 
purposes only with the greatest caution.” 

If it were necessary a great many other authorities could be quoted who 
found streptococci in the vaginal and uterine discharges of puerperal 
sepsis of a very mild form. Further, the finding of the streptococcus 
in the uterine discharge does not necessarily argue that the case is 
serious and beyond surgical relief. Bumm* found the streptococci in 
the scrapings obtained by curettage in the cases of septic endometritis 
already referred to, and the patients all recovered. Doderlein 1 2 3 * exam¬ 
ined twenty puerpera with transient fever, and found streptococci * in 
the lochia in two case3. On the other hand, it has been positively 
shown that various other micro-organisms (staphylococcus pyogenes 
aureus, 5 bacteria coli communis, 6 7 bacillus aerogenes capsulatus,* gono. 
coccus, 8 and an undescribed bacillus*) are capable of producing very 
severe and fatal forms of puerperal sepsis. 

It will be proper now to narrate briefly the history of the cases in 
which the above line of action was carried out, following each case 
with a few comments, with the view of bringing out more promiueutly 
the points of discussion on the subject of hysterectomy for acute puer¬ 
peral sepsis. 

Case II. (reported in full in the New York Medical Journal, April 2, 
1898).—A young primipara had a normal and easy labor on May 31, 
1897. On the sixth day of the puerperium had a severe chill, fever, 
and considerable abdominal pain. I saw her for the first time on June 
8th (the ninth day of the puerperium); she then had a temperature 
of 103° (oral) and a pulse of 120, which was soft and compressible. 
There was no uterine discharge nor any fetor. The uterus corre¬ 
sponded in size to the gravid organ at the tenth week, and was not 
sensitive to pressure. Tne cervix was fairly well closed. The abdomen 
was flaccid, the adnexa apparently normal, and the parametria free 
from any exudate. The labia majora were cedematous, transparent, 

1 ZeilBChrifl f. Geb. and Gyn., Band xl., Helt 1, p. 85. 

2 Arehiv fur GynHkologte, Band xL * Archlv fUr GynHkologte, Band xxxl. 

< It is recognized that there are different forms of streptococci with varying virulence, bnt 

with the most modern methods of Investigation it has not yet been possible to dlfferenUate 

them (Koblanck). 

* Stanckmann-Karger. Berlin, 189S. ‘ KrOnlg and others. 

7 Erast, Dobbin and others. 

* KrOnlg: Bacteriologie des welblichen Genital Kanals. Leipzig, 1897. 

* Bireh-Hirschfeld. 
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and resembled a hydrocele of the testicle in appearance. No wound 
of the perineum or of the vagina. I dilated the uterus gently and 
curetted with a sharp curette, removing considerable grayish-white 
fragments of ^ tissue. Intra-uterine irrigations ordered, but the order 
was not carried out. Saw the patient again on June 11th. She had 
had several chills. She was apathetic, slightly delirious, temperature 
103.5° (oral) and pulse 130. Slight distention of the abdomen and some 
tenderness over both iliac regions. The patient was now transported to 
St. Mark’s Hospital. Intra-uterine douches were then regularly given, 
but the fluid for the most part returned clear. There was little or no 
uterine discharge, and despite cold sponging, free stimulation, and other 
approved methods of treatment for acute sepsis the patient steadily grew 
worse, so that on June 11th, at 6 p.ai. (the twelfth day of the puerpe- 
rium) her condition was as follows: Great apathy, delirium, tempera¬ 
ture 105.5% pulse 154, very small and compressible, abdomen consider¬ 
ably distended; deep pressure over the broad ligaments makes the 
patient cry out with pain. At 9 p.m. of the same day abdominal total 
hysterectomy. 

I found the broad ligaments considerably thickened, (edematous, and 
of a pearly-white color. The peritoneum covering the uterus presented 
the same appearance. The adnexm were apparently normal. The 
ligatures in the broad ligaments were applied as far out and as near 
the pelvic wall as possible. During the operation a couple of pints of 
saline solution were introduced subcutaneously. The patient left the 
operating-table with a pulse fully as good as that before the operation. 
She ran some temperature for three days following the operation, after 
that it gradually fell to the normal, and she made a good, though slow 
recovery. Three months later she was the picture of good health. 

The removed uterus presented the following characteristics: Body 
and fundus moderately soft, lower segment of quite firm consistence, 
cervical canal tightly closed. Length, 15 centimetres(6 inches); width 
at fundus, 13 cm. (5} inches); thickness of wall at fundus, 3 cm. (1£ 
inches). On cutting open the uterus the whole interior above the 
cervical canal was found to be covered with a dark, tenacious, slimy 
discharge, emitting a very fetid odor. Attached to the left horn and 
extending transversely was a portion of placental tissue, measuring 
2x4 cm. Its free surface was rough and irregular and its attached 
surface organized and very firmly adherent to the uterine wall. So 
firm was this union that with the nail and finger it could not be peeled 
off. 

My course of action in the case has been severely criticised. My 
critics asserted that had I used my finger instead of the curette I would 
have been able to detect and remove the placental tissue, and thus have 
avoided the necessity of a hysterectomy. A superficial glance at the 
bisected uterus might lend color to such a criticism, but a close study 
of the specimen and of the history of the case would soon convince an 
unbiased observer that it was both unfair and unwarranted. When I 
curetted the cervix was so tightly closed that to attempt to dilate it so 
that a finger could be introduced would undoubtedly lead to rupture 
of the uterus. Granting even that the finger could have been intro- 
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duced, it would need to have been of unusual length (over five inches) 
to reach the site of the placental attachment; then, again, the placental 
residue was so firmly attached to the uterine wall that I could not peel 
it off with my finger-nail even after the uterus was cut open. Further, 
still, assuming even that the placental residue had been removed at the 
curetting, what warrant is there for the assumption that the patient 
would have recovered without further surgical intervention? The con¬ 
dition found three days later on opening the abdomen should afford a 
strong negative reply to this. 1 

The spirit of unfavorable criticism blinded my critics to the true 
significance of the case and to the valuable lesson it teaches. We have 
always been told that the presence of placental tissue in the uterus 
manifests itself by hemorrhage and by fetid discharge. Here was a 
case in which neither of these signs existed. There were no fetid 
lochia nor discharge of any kind, and there had been no hemorrhages. 
It was by a process of exclusion that I had arrived at the opinion that 
the uterus was the source of the sepsis, but the finding of placental tissue 
on cutting it open wa3 a great surprise to me, and constituted another 
object lesson at unlearning. 

Case III. (reported also in the same number of the New York Medical 
Journal ).—The patient was thirty-nine years of age and a primipara, 
in labor for three days, when the services of the New York Lying-in 
Hospital were obtained. High forceps were applied; very powerful 
traction was necessary, owing to a contracted pelvis, with a dead child 
03 the result. The patient was said to be septic at the time of the 
delivery. Her symptoms ran a moderately mild course until the 
eighteenth day of the puerperium, when she had three severe chills. 
She now became desperately ill, and was refused admittance into the 
several hospitals to which the husband had applied. She was admitted 
into St. Mark’s Hospital, January 3,1898, at 10 a.m. (the twentieth 
day of the puerperium). I saw her an hour later. Her temperature 
was 103.5°; pulse 120, small, weak, and irregular; respirations 46; 
tongue dry and coated, abdomen moderately distended and exquisitely 
tender everywhere. There was no wound of the perineum or of the 
vagina; the cervix was deeply torn, but granulating nicely; the uterus 
was slightly larger than corresponded to the period of involution. 
Curettage under narcosis removed considerable decidual tissue and 
d6bris. 

January 4th, 6 f.m. Abdomen much more distended. Temperature 
103.6°, pulse 130, intermittent and very weak. 

At 8 p.m. abdominal total hysterectomy. The parietal peritoneum 
was of a dirty grayish color, as was also that covering the intestines. 
There was some turbid fluid in the free peritoneal cavity. The opera¬ 
tion was rather difficult, owing to the very great distention of the intes¬ 
tines. The abdominal cavity was flushed with sterile salt solution and 
the pelvic cavity loosely packed with iodoform gauze, the ends passing 

1 Cases are reported in which the placental residue was removed and the patients died. 
(Brieger’a Charity Annalen, 1888, Band xiL, and others.) 
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through the vaginal and abdominal wounds. The patient made a rapid 
and uneventful recovery. 

The uterus at the time of removal was large, soft, and flabby; its 
cavity was covered with a dark-colored, tenacious discharge. The 
adnexse were apparently normal. 

This was a case of acute peritonitis from uterine infection, and, as 
frequently happens, the bacteria invading the peritoneum evidently 
passed through the uterine wall without producing any noticeable 
changes in it. I was subjected to criticism for this case also. It was 
stated that if I had merely flushed the abdominal cavity that the 
woman would in all probability have recovered without the sacrifice of 
her sexual organs. Had the circumstances in that individual case been 
different the comment would have been worthy of consideration; but 
here we had an old primipara (fortieth year) with a contracted pelris, 
necessitating high forceps and such traction that a dead child is obtained. 
Iu addition to this, we have a badly torn cervix. What sense would 
there have been in the attempt to save the uterus in that instance ? 
Under different conditions the essay might be worth considering; but 
as yet the data bearing on this point are not encouraging. All the cases 
recorded in the literature in which this procedure was followed have 
ended fatally. 

Case IV. 1 —A primipara, aged twenty years, had been delivered by 
her physician with forceps on April 17, 1898. On April 19th her tem¬ 
perature was 102° F., and on the next day it was 104° F. He then 
used the dull curette without anaesthesia. As the temperature remained 
the same, he used the dull curette again twenty-four hours later. On 
April 26th the temperature reached 104° F. A second physician was 
called in consultation, who made use of the sharp curette and removed 
what he took to be considerable placental remains. No improvement 
followed this; on the contrary, the temperature indicated marked sepsis, 
varying from 101° F. to 105.5° F. in the twenty-four hours. 

I saw the patient on May 1st at 8 A.M. (thirteen dayB after the con¬ 
finement). She lay in an apathetic condition, with rather a dry and 
heavily coated tongue; the temperature was 101° F. (mouth), pulse 
130, and of fairly good volume. The abdomen was flaccid and not 
sensitive. On bimanual examination the uterus was found large, flabby, 
and rather difficult to outline; the cervix was patulous, and the index 
finger readily passed into the uterine cavity, which was found quite 
empty. At one point in the fundus the uterine wall seemed very thin. 
Behind the uterus and toward the right side was an ill-defined, boggy 
mass, which could not be mapped out separately from the uterus. A 
peculiar feature noticed in this examination was the lack of sensitiveness 
in exploring the uterine cavity. The uterus seemed an inert mas3. At 
6 p.m. the condition became rather alarming. Temperature 106° F., 
pulse 140 to 150; mucous membrane of lips cyanotic; extremities cold; 
patient complaining of great weakness. 

■ * Case and specimen presented at a meeting of tbe Obstetrical SecUon of the Academy of 
Medicine, May 26,1838. 
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A transverse incision was now made in the posterior vaginal vault 
for the purpose of exploring the mass and of giving exit to any collec¬ 
tion of pus it might contain. No ancesthesin was employed. The mass 
proved to be a portion of the flabby uterus, which had sagged down in 
Douglas’ cul-de-sac, and had given rise to the impression of a separate 
tumor. The incision was packed with iodoform gauze, and various 
stimulants were applied to the patient. For the next forty-eight hours 
her condition remained about the same, the temperature varying from 
102° to 106° F., pulse 130 to 150, but the heart’s action was growing 
perceptibly weaker and the patient was becoming more apathetic. On 
May 3d she was transported to St. Mark’s Hospital, and at 4 p.m. I 
performed abdominal hysterectomy. On the solicitation of a former 
house surgeon, and against my own inclination, I first made an lUtempt 
to extirpate the uterus per vaginam. The uterine tissues were so friable, 
however, that every traction instrument simply tore out, and I soon 
desisted from the attempt; but the patient lost more blood in this step 
than she did during the remainder of the procedure from above. Dur¬ 
ing it the patient was given fully a quart of physiological saline solution 
under the skin. She withstood the operation fairly well. On the second 
day following she developed a septic pneumonia, which gradually spread 
over both lungs, and until lysis occurred, between the tenth and twelfth 
days, she virtually lay at death’s door. From this on she gradually im¬ 
proved, but the convalescence was slow and tedious, being protracted by a 
submammary abscess caused by one of the subcutaneous saline infusions. 

The removed uterus was soft and flabby, measuring 13 centimetres in 
length and 11 centimetres in width at the fundus. On the interior of 
the fundus was an area about the size of a silver dollar, from which all 
the muscular wall had been scraped away; nothing but the peritoneal 
covering was left at this point. The external surface of the uterus was 
studded with small abscesses, varying in size from a pea to an almond; 
most of these were quite superficial. The peritoneum covering one of 
these abscesses, whicn was situated on the anterior wall just below the 
uterine insertion of the right tube, and which was about the size of an 
almond, was very much thinned. In a very Bhort time the thin perito¬ 
neal covering would have given way and a foudroyant septic peritonitis 
would have resulted from the escape of the pus into the free peritoneal 
cavity, in the event of the patient not having previously succumbed to 
the sepsis. Both tubes and ovaries were quite normal in appearance. 

The most carping critic could find no fault with the procedure fol¬ 
lowed in the above case, nor could anyone gainsay the assertion that 
the operation saved the patient’s life; and still the same principles and 
the same process of reasoning guided me in this instance as in the other 
two cases of hysterectomy. The indications based upon the clinical 
course of the cases were exactly similar. No one could have foretold 
that the uterus in this instance would be found riddled with small, sub- 
peritoneal abscesses. To my mind, the operation in the two other cases 
was just as much a life-saving procedure as in this case. 

It may be of interest to narrate here two cases in which my advice 
of a hysterectomy was not followed, and in which the operation, in my 
opinion, would in all probability have saved the patient’s lives. 
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Case V.—A strong Gorman woman, a multipara, had miscarried of 
twins about the fourth month, the day before I saw her, June 15, 1898. 
A midwife had been in attendance, who said she did not make a vaginal 
examination, as she found on her visit the twins and the placenta lying 
between the patient’s thighs. 

I found the patient with a moderately distended abdomen; the breath¬ 
ing rapid and shallow; the temperature 103° F.; the pulse 120, rather 
small and thready. On vaginal examination the cervix was found quite 
open, and I could feel placental tissue within the uterus. I at once 
subjected the woman to a thorough curettage under narcosis, using the 
finger and sharp curette, removing a large quantity of placental tissue. 

At 9 a.m. on the next morning the patient seemed to be somewhat 
improved. She had passed flatus, she said she felt easier, but I was not 
satisfied with her condition. Her temperature was 104° F. (rectal), 
pulse varying from 120 to 130, weak and irregular. The abdomen was 
still considerably distended; altogether the patient did not show the 
improvement one expects after a thorough emptying of the uteruB in 
sepsis following an abortion. I had made arrangements to have her 
transported to St. Mark’s Hospital, but owing to the absence of ambu¬ 
lance service she was taken to another very prominent hospital in the 
city. I called there on the next day (June 17th) and made inquiries 
of the patient’s condition from the house surgeon. He informed me 
that she was doing fairly well, ** though she was running some tempera¬ 
ture,” and that there were no signs of peritonitis, as the patient was 
having loose bowels. He asked me what I would do in the case. I 
replied, if the improvement was not marked I would do a hysterectomy, 
as I had intended. This reply evoked an incredulous smile, and the 
remark that the attending surgeon thought the patient, would get well 
without an operation. 

I learned afterward that the patient died on the 20th (five days after 
I had last seen her), and that the autopsy was made by the coroner’s 
physician. 

All the knowledge I could obtain on polite inquiry from this high 
and scientific official was a very curt reply that there was septic peri¬ 
tonitis. 

I wish to draw attention to the circumstance in this case that, although 
the sepsis was due to retained placental tissue, which was removed in 
toto, as it was feasible to explore the uterine cavity thoroughly with the 
finger, the patient died after the lapse of five days from septic peri¬ 
tonitis. This case has a marked bearing upon the comments made on 
Case II. 

Case VL—On the night of April 23, 1899, I was called to see 
a young primipara who had been delivered forty-eight hours before 
with forceps by a careful physician trained in modern methods. He 
assured me he had taken every possible antiseptic and aseptic precau¬ 
tion. • On the next day she had fever and severe abdominal pain, which 
persisted in spite of treatment. At my visit the temperature was 
103 3 F., pulse varying from 120 to-130, and possessing the character 
suspicious of a commencing peritonitis. There was a slight tear in the 
perineum, which the doctor had sutured. The uterus was hard to out- 
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line, the abdomen was moderately distended and rather sensitive to 
pressure. An hour later, under narcosis, I explored the uterine cavity 
with the finger and curette and found it quite empty. ■ The uterus was 
soft and flabby, and showed no tendency to contract The exploration 
was followed by an intra-uterine irrigation. I removed the sutures in 
the perineum. The wound, which was not very healthy looking, was 
cauterized with pure carbolic acid. 

I made a very grave prognosis and advised, if there were no marked 
improvement in the morning, to have the patient sent to the hospital 
for the purpose of performing a hysterectomy. For various reasons 
my advice was not followed. The patient died three days later. Her 
physician kindly furnished me with the following notes: “ The patient 
reacted fairly well from the curettement(?)on Sunday night Her tem¬ 
perature on the following morning was 103° F., pulse 118, respirations 
28. Vomiting set in and continued up to her death. Tympanites and 
swelling of the abdomen continued to increase, despite the application 
of ice to the abdomen. Apart from the vomiting and diarrhoea, which 
set in also on Monday, her general condition was good. Her pulse 
never rose above 120 except shortly before dissolution, when it became 
very rapid and was soon lost altogether. On "Wednesday she went into 
collapse, and died on that day. Consciousness remained up to the very 
last” 

I have no doubt that the diarrhoea in the foregoing case misled the 
medical attendant, who could not understand why the bowels could 
act freely in the presence of a septic peritonitis. When I saw the case 
the whole, clinical picture impressed me as that of a commencing septic 
peritonitis, which would probably run a rapidly fatal course, but which 
might be arrested by an early hysterectomy. The patient had in her 
favor youth, a robust constitution, and a pulse which still was of a 
fairly good quality. I am convinced that an early operation could 
save some of these highly virulent and rapidly fatal forms of septic 
peritonitis; .but surgical intervention, to be successful, must be prompt 
in this class of cases, just as it must be prompt in gangrenous and per¬ 
forating forms of appendicitis without limiting adhesions. It is espe¬ 
cially in these cases that the setting of the indications for operation is 
attended with such difficulties, for one hesitates to resort at once to so 
radical a procedure as a hysterectomy, and yet a delay of some hours 
may turn the balance against success. It is to be hoped that the expe¬ 
rience gained in the study and observation of the fulminant forms of 
appendicitis will be of aid to us in forming the indications for operation 
in the fulminant forms of puerperal septic peritonitis. 1 

Case VTL Septic endometritis followed by acute salpingo-oopkoritia ; sal- 
pingo-odphorectomy ; recovery. (Reported in the Medical News, March 25, 
1899).—A primipara, aged twenty-three years, had a normal labor on 

1 A Wend of mine, a colleague, no doubt owes the preservation of his life in an attack of 
appendicitis, first, to the high diagnostic skilLof his medical adviser; and, secondly, to the 
surgeon sent for, who had the courage to operate six hours after the first onset of symptoms. 
The operation revealed a gangrenous appendix and a commencing general peritonitis. 
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October 22, 1898. On the third day of the puerperiuin she had fever 
(temperature 103° F., pulse 106). During the next three days the fever 
gradually subsided, so that on the sixth day the temperature was 
99.8° F. and the pulse 96. On the eighth day she had a severe chill, 
her temperature went up to 104° F., her pulse to 120. I saw her at 9 
p.m. Tne tongue was coated with a white fur, the abdomen was not 
distended nor sensitive to pressure; there was a moderate tear in the 
perineum, which was granulating normally. The cervix was fairly 
patulous, but there was no discharge, and consequently no fetid lochia. 
The attending physician had given an intra-uterine douche at 3 p.m., 
but nothing had been washed away. The uterus was large, rather soft, 
reaching nearly to the umbilicus, and lying toward the right side of 
the abdomen. A very thorough curettage under full narcosis was per¬ 
formed, and several fragments of tissue were removed from the posterior 
uterine wall, where the finger could feel several ridge-like elevations. 
By depressing the fundus with the hand over the abdomen the intra¬ 
uterine finger could readily explore the whole cavity, which failed to 
find anything but the rugosities already referred to. Frequent intra¬ 
uterine irrigations were afterward employed and washed away consider¬ 
able muco-purulent discharge. The patient gradually improved, 60 that 
on November 7th (the fifteenth day of the puerperium) her highest tem¬ 
perature was 99.2° F. and pulse 102. On November 8th (the sixteenth 
day), without any appreciable reason, the temperature and pulse began 
to go up again, and the patient complained of severe pain in the right 
iliac region. Now, for the first time, one could feel an elongated mass, 
about the thickness of the thumb, beneath the very thin abdominal wall. 
It seemed fixed and was exquisitely tender. At 4 r.M. the temperature 
had risen to 104° F. and the pulse to 140. It seemed evident that the 
infection had passed into the right tube and set up an acute salpingitis. 
I decided, therefore, to open the abdomen without further delay and 
to be guided in my future action by the condition found. This was 
accordingly done an hour later. The uterus was about the normal size, 
of firm consistence, and presented no lesion upon its exterior. To the 
right of the uterus lay an ugly-looking mass, almost black in color, 
which on closer inspection proved to be the right tube and ovary matted 
together. The ovary was double the normal size, of a dark reddish 
color, oedemutous, and covered with black, angry-looking ^ exudates. 
The tube presented the same dark appearance, was the thickness of 
one’s thumb, with the fimbrise very much thickened and looking like a 
black mushroom. The infundibulo-pelvic ligament was considerably 
infiltrated and reddish in color. I tied off the ovarian vessels as close 
to the pelvic wall as possible, then rapidly excised the tube and ovary 
with the scissors, following the excision right into the horn of the uterus. 
The resulting wound was quickly closed with a looped continuous cat¬ 
gut suture. An opening was mode through Douglas* cul-de-sac into 
the vagina, through which a strip of iodoform gauze was carried. An¬ 
other strip of gauze was laid over the line of suture in the broad liga¬ 
ment and the end made to pas3 out at about the lower two-thirds of 
the abdominal incision. The abdominal wound above and below this 
point was closed in the usual way with tier sutures. The patient made 
a good recovery, with primary union of the abdominal wound, although 
for some time there was a free discharge of purulent matter from the 
vaginal and abdominal openings. At no time was there any evidence 
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of peritoneal irritation, the flatus being freely passed eighteen hours 
after the operation. Three months later the patient was in an excellent 
condition. Such of the pelvic organs as were not removed appeared 
healthy; the uterus was of normal size and in good position; there was 
no pelvic exudate, and the menses were regular. 

The above case, to my mind, strikingly illustrates the value of prompt 
surgical intervention in properly selected cases. It was evident that 
the infective process had passed beyond the uterine cavity and was set¬ 
ting up an acute lesion in the right appendage. The severity of the 
symptoms attending the onset of this extension resembled that observed 
in a bad case of appendicitis, and on opening the abdomen the tube 
and ovary presented that same dark and angry appearance seen in an 
appendix that has become gangrenous. 1 

In these cases and in those in which hysterectomy is done for acute 
septic metritis I think it is a good plan to drain from above and below. 

No matter how far out one applies his ligatures on the broad liga¬ 
ment, considerable of the infiltrated ligament is left behind. These in 
all likelihood will break down and suppurate. If no provision has been 
made for the exit of this broken-down material the patient will succumb 
to secondary sepsis. 

My first case was almost lost because the drainage was interfered 
with during the first days following the operation. After free drainage 
had been established the temperature gradually fell to the normal. 

I am aware that these views are in opposition to modern teaching 
regarding drainage; but these cases of acute puerperal sepsis form, in 
my opinion, a law unto themselves. Besides, I am inclined to think 
that the pendulum in the question of drainage at the present time has 
swung a little too far in the opposite direction. 

There is another point regarding technique upon which I would like 
to touch— i. e., the route. According to my experience, the abdominal 
route is to be preferred. In the One instance in which I was induced 
to adopt the vaginal one I had to abandon it, owing to the great fria¬ 
bility of the uterine tissues. In this attempt the patient lost more 
blood than she did during the remainder of the operation, which was 

i The case bears considerable resemblance to one reported byA.De Ponrtales (Archly fur 
GynKlcologie, Band MIL, Heft 1) from Bomm’s clinic (the borne of bacteriology In pnerperai 
sepsis). In Ponrtales* case, on the twenty-second day of the pnerperinm, after several periods 
of apparent quiescence, the Infection evidently extended from the nterns to the right broad 
ligament. Instead of opening the abdomen, as was done In my case,the uterus was subjected 
to permanent irrigations and the paUent to cold packs, cold douches, etc., with the result that 
death occurred six days later—i. e., on the twenty-eighth day of the puerperium. The antopsy 
revealed purulent peritonitis and suppnratlve thrombosis of the pelvic veins, secondary to 
suppuration of the thrombi at the placental site. On the fourteenth day of the pnerperinm 
the patient was curetted, and the uterine discharge was examined hacteriologicaliy. No 
streptococci were found. On the twenty-second day the uterine discharge was again exam¬ 
ined, and this time streptococci were detected. Could a better Illustration be offered of the 
unreliability of bacteriological examination even in the most expert bands? 

VOL. 119, MO. 2.—FEBB0ABY, 1900. 11 



156 VINE BERG: ACUTE PUERPERAL SEPSIS. 

carried out from above. I find that even patients who are profoundly 
septicized and who go to the table, say with a temperature of 105° F. 
or over and with a pulse of 160, will withstand a hysterectomy fairly 
well, providing that there has not been much loss of blood; and it seems 
to me that hremostasis can be better attended to when operating through 
a good-sized abdominal incision than when operating through the vagina. 

Lastly, we come to a class of cases in which, as a result of puerperal 
iufectiou, a fairly large collection of pus forms in the pelvic and lower 
abdominal cavities. Every one i3 agreed that here the surgical prin¬ 
ciple of giving exit to pus, whenever and wherever it exists, should be 
adhered to, aod yet it is just in these cases that a cautious and conserva¬ 
tive course finds its justification. Of course, if the collection is so situ¬ 
ated that it can readily be evacuated by an iucision in the vagina or by 
one above either of Poupart’s ligaments, so that the peritoneal cavity is 
not entered, no time should be lost in carrying it out; but it not infre¬ 
quently happens that the collection is so placed that it cannot be reached 
by either of these incisions. We are then forced to sit on the horns of 
a dilemma—on the one hand, we are in danger of losing our patient 
through hectic exhaustion or through general pyaemia; on the other 
hand, we may kill our patient in the attempt to get rid of the pus 
by setting up a rapidly fatal peritonitis—for it cannot be too forcibly 
borne in mind that the pus in acute puerperal sepsis is highly virulent 
and that the slightest soiling of the peritoneum with it is almost certaiu 
to be followed by disastrous results. 

It is my custom in these cases to keep them under close observation 
and to wait cautiously for an opportune moment to intervene. Fortu¬ 
nately, the very circumstance that a pelvic abscess has formed argues 
that the process is localized and that judicious delay is not attended 
with any great danger. 

In some cases, if the collection is in the upper part of the broad liga¬ 
ment, and it is doubtful if it can be reached by an incision above 
Poupart’s ligament, I make an incision in the median line at a point 
above the upper limits of the mass. I then carefully inspect the rela¬ 
tions of the mass with the abdominal wall and observe if any coil of 
intestine intervene between the two. If there be no coil of intestine 
in the way and the mass is adherent directly to the abdominal wall, us 
frequently happens, the median incision is closed; an incision is then 
made directly over the mass and the pus evacuated without entering 
the general peritoneal cavity. When feasible, a counter opening is 
made in the vagina and through-and-through drainage established. 

When following this method the greatest care must be observed not 
to break down the adhesion which shuts off the pus collection from the 
abdominal cavity. In my first case I manipulated a great deal with 
my fingers to ascertain the exact relationship of the mass, and, before I 
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was aware of it, some pus appeared; and although the intestines were 
apparently well protected with gauze compresses, the patient promptly 
died in forty-eight hours from septic peritonitis. Since then I have 
been more cautious and have not had a repetition of the accident. 

The two following cases, occurring recently in my practice, will illus¬ 
trate my meaning: 

Case YIIL—Sirs. S. had been delivered of a child six weeks before 
I saw her. She had not made a good recovery from her confinement, 
felt weak, had some pain in the abdomen, and had a small, rapid pulse. 
Tbe temperature for most of the time was about normal (she had not been 
kept under close observation). On examination the uterus was slightly 
enlarged, and extending from the right horn was a hard mass, with 
which it seemed intimately connected. The mass was not very sensitive; 
it was moderately fixed, moving slightly with the uterus. The right tube 
and ovary could be palpated independently of the mass. 

I made the diagnosis of an exudate in the upper part of the broad 
lig am ent, and advised delay and palliative measures. Four weeks later 
I was called to see the patient again. Her general condition remained 
about the same. She was up and about the greater part of the time. 
The mass had grown somewhat larger, was now adherent to the abdominal 
wall, even bulging it outward. The patient was admitted into St. 
Mark’s Hospital, where I made a good-sized incision over the mass, 
about two inches above Poupart’s ligament. After cutting through the 
abdominal wall about six ounces of pus were given exit. A-counter 
opening was made in the right lateral fornix of the vagina. In about 
four weeks the patient was able to leave the hospital, and two weeks 
later the fistulous track had closed. Her general health had by this 
time improved very materially. When seen by me two months later 
she had fully regained her health; the pelvis was free from exudate, 
the menses were regular, and she did not have a symptom referable to 
the pelvic organs. 

Case TX. was seen by me February 27, 1899. She had been deliv¬ 
ered with forceps on January 26th. Had considerable post-partum 
hemorrhage. Placenta came away entire. On the fifth day of the 
puerperium the temperature was 104° F., pulse varying from 110 to 
130. Considerable pain in the left groin. For the next two weeks the 
temperature ranged from 100° to 104° F., pulse from 110 tp 120; 
then the temperature fell to the normal. She got up out of.bed on the 
fourteenth day and remained up for a week. During this time the 
pain in the left groin had grown worse and more constant. At the end 
of the week she sent for her physician, who found her with a tempera¬ 
ture of 104° F., and he put her back to bed. 

At the time of my visit she hod a temperature of 102.4° F. and a 
pulse of 120. Her general condition was fairly good. The abdomen 
was somewhat distended, especially below the umbilicus. It was very 
rigid and rather sensitive to pressure. 

On bimanual examination there was an ill-defined mass on the left 
side, the upper boundaries of which were difficult to determine on 
account of the abdominal rigidity. There was considerable resistance 
in the right iliac fossa. The uterus could not be outlined independently 
of these pelvic masses. At no point could any fluctuation be detected. 
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I advised palliative measures and opium suppositories to relieve the 
pain. The patient was to be carefully watched, and as soon as any 
fluctuation was evident a good-sized vaginal incision was to be made 
and drainage employed. The attending physician called on me five 
days later and informed me that the patient had passed a small amount 
of pus per rectum three days ago; that the discharge had ceased yester¬ 
day; that the temperature was 99° F., and that the general condition 
of the patient was good. 

On March 12th (& week later) he asked me to see the patient again, 
as she had not been doing so well for the past few days. I was surprised 
to find that now the whole lower part of tne abdomen was occupied by a 
hard mass, which reached midway to the umbilicus. Fluctuation was 
not evident, either through the vagina or abdominal wall. The patient 
was at once transported to St. Mark’s Hospital, where, on the following 
morning, I operated upon her. I first made a large incision in the^pos¬ 
terior vault of the vagina, then passed my fingers through the incision, 
but could not reach any abscess-cavity. I next made several punctures 
with an aspirating needle into the mass through the vaginal incision, 
but no pus was obtained. The vaginal incision was now packed with 
iodoform gauze and an oblique incision was made about two inches 
above the right Poupart ligament, and the mass was reached after 
cutting through the abdominal wall. It was covered with peritoneum, 
but appeared to be shut off by adhesion from the upper peritoneal 
cavity. After making several punctures in various directions with an 
aspirating needle some pus was encountered. An incision at this point 
was now made, with the needle as a guide, and a cavity opened, con¬ 
taining about four ounces of pus. With the finger in this cavity an 
effort was made to reach some other purulent foci, which I felt con¬ 
fident existed, but without success. I then made an incision over the 
mass in the median line, and, although I cut cautiously, I found I had 
entered the bladder, which lay stretched over the mass for fully three 
inches above the symphysis. The bladder was at once sutured, and, 
adopting the same measures as before, another abscess-cavity was found 
at the upper third of the mass. The finger was made to enter this, 
with the view of breaking into some other pusniavities, but it did not 
encounter anything but hard and unyielding tissue. A third incision 
was made in the left side, and a third abscess-cavity, containing about 
six ounces of pus, was opened. By using considerable force with the 
fingers I was enabled to connect the abscess-cavity in the median line 
with that on the left side, but I could not break through the exudate 
downward so as to reach the vaginal incision and obtain through-and- 
through drainage. As may be readily conceived, with a subject who 
had been septic for over six weeks, the pulse had by this time become 
very feeble, and I desisted from any further attempts to obtain drainage 
through the vagina. The patient made a slow recovery; the opening 
in the bladder began to leak about a week after the operation, but with 
the aid of a permanent catheter in the bladder the fistula closed in 
about three weeks. The patient left the hospital on April 30th, with 
all the wounds healed excepting a small, deep, fistulous track 1 on the 
left side. From being a mere skeleton, with a large, sacral decubitus, 

i since the above was written the fistula has closed, the patient Is perfectly well, and men¬ 
struates regularly, November 1,1899. 
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when She entered the hospital, she left it with a good color and having 
gained fifteen pounds in weight. 

It seems to me that in the foregoing case any other course than 
the one carried out would have been attended with dire results. It 
would have been unwise, even were it feasible, to have attempted any¬ 
thing more radical than what was done. There was absolutely no 
possibility of determining the position of any of the pelvic organs. The 
whole lower third of the abdomen was as completely filled with the mass 
as if molten lava had been poured into it and allowed to harden. Not 
to have intervened surgically would have meant prolonged suffering, 
with doubtless a fatal termination. Every one will recall having seen 
such neglected cases and the ghastly spectacle they presented mere 
skeletons covered with bed-sores, riddled with purulent sinus tracts. 
Surgery ca nn ot do anything for these unfortunate cases at that stage, 
aud death is looked upon as a kind savior. 

The points I have endeavored to make in this paper are: 

1. Puerperal sepsis is wound fever or wound infection, and wound 
infection in the female genital canal, as elsewhere, calls for surgical 
measures, such as free drainage, irrigation, and the removal with a 
sharp instrument of any debris or exudate that may form on the sur¬ 
face of the wound. These means failing to accomplish the desired result, 
ablation of the diseased organ or organs as a dernier reaaort is indicated. 

2. In a given case of puerperal sepsis a thorough search is to be made 
of the whole of the genital canal in order to determine the ate of the 
original infection. 

3. If this is situated in the uterus, curettage, drainage, and irriga¬ 
tions are to be employed. In 95 per cent, of the cases of puerperal 
sepsis nowadays met with this plan of procedure- will be all that is 
necessary to bring about a cure. 

4. In the remaining 5 per cent., roughly speaking, these measures 
will not be efficacious to arrest the progress of the infection, as will be 
evidenced by the pulse, temperature, general course of the disease, and 
sometimes by local signs. An exploratory laparotomy is then indicated, 
the further course to be guided by the pathological lesions found. In 
most of these cases'total hysterectomy will be required. 

5. When large collections of pus form and are so situated that they 
can be readily reached either with a vaginal incision or with one above 
either of Poupart’s ligaments, no time should be lost in resorting to sur- 
gical relief. When, however, they are not so favorably situated, judi¬ 
cious delay is advisable, with the hope that ultimately the pus may be 
evacuated without the risk of soiling the general peritoneum. 

Such a course not only averts the risks to which the patient would 
be exposed by a more radical procedure, but affords her an opportunity 
of being restored to health with the conservation of her sexual organs. 



